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" PREFIX {EAGH DEFICIENCY MUST BE PRECECED BY FULL PREFIX {EACH CORRECTIVE ACTIDN SHOULD BE COMPLETION
TAG REGULATORY OR LSC MENTIFYING INFORMATION) TAG GROSSREFERENCED IO THE APPROPRIATE DATE
BEFICIENCY)
F 000! INITIAL COMMENTS - = * FO00| Preparation and/er execution of this Plan of

| B Comection does not constitute an admission
‘An annual Recertification survey and _ or agreement by Lakebridge A Waters
invesligation of complaints #41540, #41705, z Conmunity of the truth of the facts alleged
#42484, and #42745 Was conducted at ! or conclusions set forth in the statement of

Lakebridge, A Waters Community, LLC.. o dﬁﬁclenﬂes
| Deficiencies viere cited related to complaints
"1 #42484 and #42745 under 42 CFR 483, "I Lakebridge A Waters Commumty files this
Requirements for Long Term Care Fagilities. : Plan of Correction solely because it is
'F 224 483.12(b)(1)-(3) PROHIBIT . ~ F 224| requiredto do s0 for continved state '
. §8=D MISTREATMENTINEGLECTJMISAPPROPRIATN : . licensureas a health care provider and/or for .-
| participation in the Madlcare!Medlcald
S | §483. 12 The rtasldent has the right to be free from . ‘Program -y g e b
I it ugE; neglect,’ iisappiopriation & resigant - R T e Tt e *-"=~~»= RRC-FUEPEARN 'Y R A
property, and exploifation as defined in this ' . The fwhty does not admu; that any )
subpait. This includes but is not fimited ta o deficiency existed prior to, at the timee of, or
freedom from corporal-punishment, involuntary after the survey.

. seclusion and any physical or chamical restfaint

o -nol'requ:red to reat the resident's symploms. The Facility reserves all rights to contest the

survey findings through informal dispute
. tesolution, formal appeal, and any other
applicable legal or adnumstratwe

483. 12(b} The fac;lllly mustdovelop and
implement written policies and procedunes that:

{bK1) Prahibit and prevent abise, naglect, and , proceedings. .
'exptoitation of residents and m1sappropnatlon of 1 - L ) ' o
i resu:ient property - 5 ;o .. | This planof correction should not be taken
: s .. asestablishing any standard of care and theé "
(h](z) Establish-policies and procedures to | facility submits that the-actions taken by-of -
inveshgate any such allegatlons and in respoise to the survey, findings fat

i ,. exceed the standard of care,
{b)(3) Include iralmng as required at paragraph :

§48395, - corTe— _ * This document is not intended to waive any
This REQUIREMENT is not met as e\ndenced defense, legal or equitable in administrative, :
by ‘ | civil or criminal procesdings. . b

Based on. facility. pulicy review, medica[ record -
review, :and interview, the facility faliedtopreveni :
| the misappropriation of medication for one . . . S
' re_clf_ént{#ss),ofaremdents rewewed for I D T P R o
edicationim; :

= Halaia, o
- 4 AN o e ARSI

= maonm;om DIRECTORS OR PRO} Zgwmsa REFRESENTA — /n-rm? 7 =

" Any dancham:y stateoq':anlending wilh an astedsk l'_‘“ienutés a deﬂdancy wmch the Institulion may ba sxcusad from comrecting provldmg it is doterminad that
other safequards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, lhe findings stated above are disclosable 80 days
following the dete of suivey whether or ndl a plan of correctlon is pravided. For nursing hames, the atwve findings and plens of correction are diaclosable 14
daya following the date thesa doguments are made avallable fo the facliity If deficiancles are cll::d anapproved plan of correction 1s requisite to continuad

program participation,
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X4} ID " SUMMARY STATEMENT OF DEFIGENCIES D PROVIDER'S FLAN OF CORRECTION o -
PREFIX (EACH DEFCIENCY MUST BE FRECEDED BY FULL - PREFIX (EAGH CORRECTIVE ACTION SHOULD BE camPLETON,
TAG REGULATORY OR LSC IDENTIFYING [NFORMATICN) TAG CROSS-REFERENGED TOTHE APPROPRIATE . A
i . _ : DEFICIENCY) .
F 224 | Continued From page 1 Fasa| F224 .
SIS : “The Faeility will prevent mlsappropmatmu ” I 30{'[’
‘The findlings included: | ofM edmatlon
Raview of the facility poticy, Conlrolled o - o
ty potcy, " CORRECTIVE ACTIONS: *© -

R0 PP

. N Medml record raview revealed Resident #55 was
| adrhitted o the fasility on 11/12/18 with diag nases

o=t

- inslading Mypertensioss Dgmentiskand &
_Quadnplegua Continued madical récord revsew

2

' Review of & controlled medication receipt, dated -
- | 8126M7, revealed the facility had receiveda 30
. dlscharged

'intervIewwsth the [Jlrectur of Nurslng on 10!25!1? i
- at 10:22 AM, in the confarenceé room, revealed

L the number of conlrglled substance cards atthe
: change of sh;ft Conhnued II‘IIEN_I‘EW ccnf med. -

Substances, datad November 2018, revealed
" b, Al... ontrqlled substances...will be counted
each shift: both nurses will count the number of !

packages of cantralled substances thiat are being |
_reconciled during shift to 5h|ft count..” :

tevealed the resident was dlscharged home on
8Bz, . - I |

count of the medicatlon Alprazolam (anxiety
medication), the day aftér the residenthad been

the Asslstant Dlrector of Narsing {ADON)
discovered the empty medication card in the
fagilily's Shafps containér (a hard plastic -
container used 16 store neéedles and offier sharp
instrurients safely) on 8/1/17. -Conlinued .

interview revealed the medications frorm the card |
{30 Alprazolam tablets) could nat be’ dctounted

for. Continued interview with the BON and review
of the facility's investigation dated 9/117,.
revesled the charge nurses had falled Yo caunt

- .—u:s.

" Resident # 55 was discharged from the.
_Facility on 8/25/17. Pharmacy was notified

“medication. Physician, Responsible Party”
.. IDENTIFICATION .
I Audupinll medicatiqn carts and. _,nggcohﬂ RN
. ‘were conducted by the Director of Nursing
~ and Assistant Director of Nursing on 9/1/17
* . NO CONCERNS NOTED:-}00%6%mdit of

- Pain Assessments and MARS was

_ MEASU’RES’ISYSTEMIC CHANGES

. DON!ADON m-se;w:ed licensed nurséson - -
" 9/4/17. Dirééior of Nursing, Assistant” ' -7

will audit licensed nursing Staff'dﬁriﬁg' shiﬁ S
* change for proper narcotic count techniqie

} For 5days a week then 3x week for 4.
: weeks then monthly-for 3 months to ensnre

- afddressed immediately and cducauon
o provldad as needed

9/1/17 and charged the facility for cost ¢f

and Police were notified on 9/1/17,

"-u

all narcotic medication, Narcetic Sheets,

completed by Consnltant Pharrnacist on
9;‘8!1}' Na concemns Idcntlﬁcd

Director of Nursing and Nursing Supervisor h
and propetly stored medication in med carts_‘ o

comphiance. Negative finding will be

e e = e e

Bﬂ'aym.ugnl. of

=cgn1rolfeg¢subs ,‘ n_ éghaw.f hie
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AND PLAN QF CORRECTION IBENTIFICATION NUMBER: A BUILDING : GCOMPLETED
| 445358 : BWING __ 10/25/2017
NAME OF PROVIDER CR SUPPLIER ‘STREET ADDRESS, CHTY, STATE, ZIP CODE
LAKEBRIDGE; A WATERS COMMUNITY, LLC 115 WOODLWWN DRIVE
' . o AR ) JOHNSON CITY, TN. 37604
o) D SUMMARY STATEMENT OF DEFICIENCIES " - PROVIDER'S PLAN OF CORRECTION Ty
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX | {EACH CORRECTIVEACTION SHOULD BE~ '| COMPLETION
TAG REGULATORY OR LSCIDENTIFYING INRORMATION) . TAG CROSS—REEERENCEDTOﬂ-IEAPPRBPRIATE ' DATE
- ' ; : | DEFICIENCY) o
F 309 483.24,-483.25(k)(1) PROVIDE CARE/SERVICES |  F 309[ MONITOR/QA A4
S8=D FOR HIGHEST WELL BEING .-'
_ . _The Director of Nursing will present
483; 24 Quahty of lifa ' l: indings of audits to the QAP] Committee
Quality .of lifg is a fundamental principle that | (Medmal Dl.rcctor\.‘, Admmnstraiog Duector
: applies ta all tare and services provided to facility : - - ol Nurnig MDS:and CASsESsient NaFsS
! residents. Each resident must receive and the | ' Housékeeping Sipervisor, Maintenance
facility must provide the necessary care and - ' Socidl Services Diréctor and other staffas | ‘
| services fo attain or maintajn the highe'st , appropriate) monthly for review and  1170[1]
practicable physical, mental, and psychogocial | = - recommcndanons
well-being, consistént with the resident's P : "
comp(ehenswe asséssment and plan ofcare. | - F309 - ST / i [3::](7
el e # W "%"‘ A --."3‘-"‘5--'3?-‘-‘411&15'361 Wil R Hw- h sfeian’s - - T d;-"“-!s"'-"%*"‘-‘
Quallty Q care |s g fun arnental principle that - | -~ delcat‘l::l?:Ider Lreq) Y : \_- e
applies fo all treatment and care provided.to - P
facility residents. Based on the comprehensive RRE
assessment of a resident, the facility muist ehsure ~ j CORRECTIVE ACTIONS:
that residents receive treatment and care in Director of Nursing roviewed the Physician
accordance rofess . SN
an witt P onal standards of orders for Resident # 200. Family requested

1 practice, thie comprehensive person-centered

 care plan, and the residents' choices, including review ofdischarged meds. Errors were

! but not lirnited to ihe f°]|0wmg _ ’ . identified upon this review and the .
SRR Tesponsible party, Veterans Adminisration
(k) Pain Management R - "'Gnd-the Medical ‘Direttor. wasnotified, The -
The facility-must ensure that pain managemenl is|.- Medical Director reviewéd the: Medication S B
provided lo residenls whao'raguire such services, Errors.and saw no.adverse effects forthis | . - i

consistent with professional standayds of practice, resident, No other concerns wére noted.
the compreliensive person:centered care plan, ;| - . R

and the residents' goals and preferences, _
{l) Dialysis. The facility must ensure that B AT N CoE e I oo
residents who require dialysis.receive such o o L el t S
: services, consistent with professiorial standards
! of practice, the comprehensive person-centered
care plan, and theresidents’ goals and .
preferenoes :

Th[s REQUIREM ENT ls not met as ev;denced

; *+ FORM EMS:2857(02:98) Previos Versians Obsotata .. 11 -, 1. EEttIDOMBS1T-<22 " < ity I IO - et T e e
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CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES (41} FROVIDER/SUPPLIERICLIA {%2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A BUILDING COMPLETED
445358 B, WING 10/25/2017
NAME OF PROVIDER OR SUPPLIER - SBTREET ADDRESS, CITY, STATE, ZIF CODE
. S 115 WOODLANN DRIVE
.LAKIEBRIDGE, AWATERS CUMIMUNITY, ELC . JOHNSONCITY, TN 37804
R4 SUMMARY STATEMENT OF DEFICIENCIES . i PROVIDER'S PLAN OF CORREGTION ' (s
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CTAG CROSS-REFERENGED TO THE APPROPRIATE DATE . |-
. ’ . DEFICIENCY)
F 309 Continued From page 3+ . : : ' * " 'F309] IDENTIFICATION
record review, and interview, the facility failed to o '
Director of Nursing reviewed 10 residents

'| Tollow a physician's medication order for 1 : _ ,
- reszdent (#200) of 37 resadents rewewed : i admissions'orders on.10/26/17 to enstre ~ - !

i therewere no other errors and none vere -

The fi ndmgs included R oL . found. The Director of Nursing, Assistant,
' : i Directer and Unit Managers will review all
Rewew of the faclllty pollcy, Medrcation Record: 1 i resident's Plan of Service and EMARs io 3
: Transcription of Doctdrs Orders and - : | engureall medications were administered as N
i Documentation, date revised 4/16, revéaled - ! orderedby 11/30/2017. Any conceins will :
, - Transcribe Physiclan's witten orgars to MAR P ' be add:esswd immediately, education ¥
[medzcatlon admlmstrat;on record].. .Dasage to be . pravidsd and care plans updated as neede dq
admmlstered : i : i
R I e s P B M T e i el AR e e B T s £ L m»?‘i“ @mw:{;_

Mﬂdlcal record review reyealed Resudent #200 : '. . . ok
was admitted to the facility on 10/2/17 and | MEASURES "SYSTEMIC CHANGES ol

discharged on10/9/17 with diagnoses including ' R
Anoxic Brain Damaége, Epllepsy. Hyperipidemia, T T]le Nummg staff was mservlced on . .

and Bysphagia. - 11/8f17by Diréstor of Nursing on the- - - :
o ; '{JI‘DG§SS of mv:ewmg admission: orders Iwo s

Medical record review of Resident #200's | nnres T Streview and ininal Bl few and -

Admission Orders dated 10/2/17 ravealed - | readmission orders for accuracy w;thm 24

"...Carhamarzepine [seizure medicalion] 200 mg hougs. : o

. [m:[llgram] CAP [capsuls] two capsules by mauth ] '
twice a day [total of 400 mg twice 2 - . ‘ '

- | dayk..Simvastatin [cholesterol edication] 40 mg
I TAB [[ablet] take one-haif tablet [total dose uf 20
- mg] b}f mouth at bedtlme o

The Director of Nuzsing or the Assistant . .

Dirgotor of Nursing will thenreview. ... .. -
_.admission and readmission orders.for-

-acepracy within 72 hours, . The Diregtor of

! Review of the Med[catmn Admmlstratton Record r t Nursingand Assistant Director of Nursing
(MAR) dated 10/117 =10/31/17 revealed S . and Clinical Team (MDS and MDS -
»_:Simvastatin Tablet 40 MG Give 1.5 tablet total | - . | Assossment Nurse) will audit all orders daily I
| of 60 mg) by mouth at bedlime...CaiBAMazepine |- - " i during morning clinical meeting to ensure HE
: "1 .accuracy. Any negative findiags will be - i

Tablet 200 MG Give 200 mg by mouth two fimes :

: aday Mo . | addressed, educstion provided and care
' }* plans updated as needed.

!ntewlewwlm the Darector of Nursmg (DON) on : {

i 10!25,'1 7 at 3:46 PM; in the conference room »

4% Buent IDsGMDSH‘f' . Foclifyi0e TNSUg -, ~7 1+ " ' )" - W edntinuafioh sheet'Pige 8 6F6 « - { -
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STATEMENT OF DEFIGIENCIES 1) PROVIDERISUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (49 DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: : COMPLETED :
: : : A. BUILDING
445358 B.WING : 1012512017

NAME OF PROVIDER QR SURPLIER

LAKEBRIDGE, AWATERS COMMUNITY, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
115 WOODLAWN DRIVE
JOHNSON CITY, TN 37804,

Orders. Conlinued interview confirmed the

resident received the wrong dosage of 2 -

| medications, and the famhty‘s policy had not been

| foltowed. X

“F 323 | 483.25(a)(1j2) (1)~ (3) FREE OF ACCIDENT
ss=p | HAZARDS/SUPERVISION/DEVICES

(d) Accidents.
The facility must ensure that -

(1) The resident environment remains as free -
from accxdent hazards as is pDSSIble and

M W Qe = Lo
R AR - Dwelwrs TR D R

(2} Each raudent receives adequate su perwsion
and assistance devices to prevent accidents.

. (n)=Bed Rails. . The facifity must atiempt to use -

. appropriate alternatives prior to installing a side or
| bed r4il. If abed or side rail is used, the facility

| must ensure correctinstallation, use, and.
maintenance-of bed rails, mcludmg but not Iim[ted
‘to the fo I!owmg eiements

M) Assess the resment for nsk of entrapment
fmrn bed ralls pnor to installation, -

-y the. resadentor resident répresentative and obtam
Y |nfom|ed consent prior to mstallation

i

. (3) Ehsure that the bed's dlmensicns are.
‘appropriste for the resident's size:and weight.
This REQUIREMENT 1s not met as ewdenced

@ Rewew the.risks and benefity of bed rails with

b
1Ei!{alsed -an’ facility -pohcy rewew.- med;cal record
.| revigw, cbservation,and interview, the facility -
S falledto ENSUre ong reSJdent (#120)was free ::-'
IPTeg TESEnt

XD | SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION =~ - | sy
PREFIX {EACH DEFICIENGY MUST BE PRECEOED BY FULL . PREFIX - {EACH CQRREGTIVE ACTION SHOULD BE GOMELETION
TAG REGULATQRY OR1.SC [DEMTIFYING INFORMATION} TAG CROSSREFERENCED TO THE APPROPRIATE - I DATE .
. DEFIGIENCY) \
e ' MONITOR/QA ' ?
F 308 | Continued From page 4 F 309! - '

The Director of Nuvsing will present
findings of audits to the QAPI Committes -
{Medical Director, Administrator, Director
- of Nursing, MDS and Assessment Nursc '
k323 Housekeeping Supervisor, Maintenance, i
|
|

Social Services Director and other-staff as
appmpnaﬁ:) monthly for rovisw and
recommendmons

| F323°

. -J_:_- Lo iy "l"“#“_.'l'b .
: ! The faclhty will ensore remdents age free.
from accident hazards. -

' CORRECTIVE ACTIONS: '

Lighter was removed from Resident #129
and room was checked by Social Services-
* Director om 10/25/2017 1o ensure there wiis

no-other.stmoking materials or safety hazards e

wcre present. None were. found,

I]_)ENTIEICA_TION |

Rooms of residents that smoke were
. checked by Social Services Director and
- Interfm Med;cal Records on 10/25/17. 10.
ensure there Were no smoking materials or

" safety hazards were present. All resident . -

Tooms-and facility were inspected by .- -

- Depagtinient Beads on:1027/2017t5, onsure.
ng ﬁaf&ty hazafds Weie prcscnt “Nonewere ™

-,nated e

30/17 |

= 'f’g;"”:?' '-

S RERM: CMSQEW(DZ:-BD}?(&\{OUS Verilony Obsc-‘e’.e i

- ENGAIO SACE

" F Aty 0 TNDBE:..

<. «  [Feantindalion shast-Fage-5okE2-
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STATEMENT OF DEEICIENCIES 1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF CORBECTION . IDENTIFICATION NUMBER: A, BUILDING . ' * COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE i
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES . | [« N} ' FROVIDER'S FU\N OF CORRECTION X5 -
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL | PREFIX . (BACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG * REGULATORY OR LSC IDENTIFYING INFORMATION) | 7AG * CROSS-REFERENCED TO THE APPROFRIATE DAYE
; DEFICIENCY)
F 323 Chnfin_u"eti From page 5 | F3zs| MEASURES/SYSTEMIC CHANGES

. All Residents that smoke were educated on
the smaking pohcy by the Social Services
Director.on 10/25/2017.

All staﬂ’ was educated by Director of

The, ﬁndmgs mcluded

' Rewew of the facility pnllc:y "Smokmg Guidelines
and' Pridcedures” not dated; reveated *..all -

'smoking matertals. . lighters...matches...are kept P Nursing by 10/27/2017 of accidenthazard.
ina locked area for single dlstnbuhon only." = i Department Heads, {Director of Nursing,
¢ . . i Assistant-Director of Nursing , MDS
| Medica record review revealed Resident #129 ' : Coordinator, MDS Assessment Nurse, :
; : was admitted 1o the facility-on 5/31/17 with P Dictary Manager, Activity Director; Social f
- dlagnoses including Paraplegia, Muscle . : Services, Medical Records, Housekeeping '
" Weakness, and Gastro Esophageal Reflux ' Director and-Admissions Director will
sy B A7 @SC@‘W* il e LT Ty e R SstelifidallyBieck rooms on & daily Basigs s T )
e it . ©| - daysa week, fo ensuie that no smoking
Obsenfatlon on 10!25!17 at 8 45 AM, in !he : . - mateiials/safety hazards are present in
.; resiclents room, revealed the wound nurse residentrooms and facility.. An audit will be-
 Sompleting’a dressing change on the resident, : | “completed by Départment Heads. Daily 7
¢ Continued observation revealed a lighter fall out days a week for4 weeks then weekly (5

 of Resident #129's pocket when the wounrd nurse
i removed the resident's clothing fo, c:nmplete the
dresslng change

days a week for 4 weeks, theri monthly for 3

months 6 all residents that smoke in Facility

- | _10.ensule compllance ‘Any GoRCErDS. wdl be

N addresst:d“‘ Teran i e T
Audm provided to Administrator for

_ follow ip With correction being made and

Interwewwuh the Dlrector of Nursmg on 10!25!1?
< at 9H10-AM, in"the donfergnce room; confirmed
2 the resndentshculd ‘not have had the lighter on his

- persehn, and the facility's policy for smoking education provided,

. | matenigls:hiad not been followed. . - A -M(}NITORIQA

The audlts by Depamncnt heads w;ll be
. given tothe Director of
“Nursmngdmmtstrator to present ﬁndmgs of. i A
these audits to the QAPI Committeg - B S
‘(Medical Director, Admiiistrator, Ditector o
- of Nutsing, MDS and Assessment Nurse,
.,'I-Iousekéel)mg Supemsor Mamtcnance
:Social Servites Directorand other staff as
g 'apprapnate) monthly- forraviewand

Ereviols Varsiong Ohstlely 1135
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